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) PATIENT lNFORMATION | . PAGE1of2
Name: e i AR
DatsofBith:__ .. SSN: . .

Address: | Apt/Suite:_

Cty:. . Sfater _ Zpi__

' Gépg!er‘: OMale O Female | -
‘Marifal Status: [ Single [ Married [ Dworced O Separated O Widowed
Refemng Dactor: ‘

Employer: ' __. Phone:
Employer Address: _ | o .
City: State: Zip:
Home phone: _ . Celi phone .Emait‘._

Preferred method of eommumcatlon?
Home phone: Okay fo leave amessage? [ YES O NO
Cell phone: Okay to ieave a message‘? OYES O NO
Emaﬂ . e - Other:’

GUARANTOR INFORMATIONT
Name of Responsane Pary:
Date of Birth: - s SSN:
Address: - o - — AptiSuite:
City: - T sute: L Zip:
Re!aﬁonshlp to Responsmle Party O Dependent O Spouse O Other:
Empioyer ) _ __ Phone:
Employer Address: . | -
City . L State Zip:
ﬂf ihe pnmaqr insurance is thmugh the parent/Spouse please complete this usmg their
information

CONTINUED ON NEXT PAGE
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PAGE20f2
EMERGENCY CONTACT __
Name: LA _ Relation:
Phone:__ S Email

INSURANCE INFORMATION

Primary Insurance: __ —___ SecondaryInsurance:
Certificate Number: o Ceriificate Number;___
Group Number: . o Group Number:
Group Name: . Group Name:
Co-pay: $__ - Copay$
Subscriber Name: Subscriber Name:
Subscriber DOB: | - Subscriber DOB:
-~ How did you hearabout us? - -

[0 Friend: Who shall we thank?
O Doctor: Who shall we thank? _____ =
[ Hospital [ Advertisement [1Website Which?
OZocDoc: -~ [iOther__

AUTHORIZATION TO PAY BENEFITS TO PHYSICIAN:

[ authorize the release or medical or other information as necessary to process health
insurance claims. | also request payment of benefits to my Provider when he/she
accepts assignment.

Signature: _ ‘ Date:
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insirange camPan_ qr difaﬁﬂy to the paﬁmﬁi
To anather phys ; an at fio cosf

AUTHOR!ZAT!ON 'I.'O RELEASE HEALTH INFORMATION "

1 hereby authorize my Provider to ralease any informaﬁon neoessary for the eou&e of
treatment : :

PATIENT'S 5AT56F;B@51§T’H:' R

RELEASE THE FOLLOWlNG RECORDS TO
Intamgl MBdiﬁlﬂe Specsalists

GRGANIZATION’S NAME N

Aﬁdress ' : PP SRS ' —
C‘{Y ;: S e State Zp
.5Iéléphdné::' o . n tEl . Fax : gy
[ Enfire Health Récords 11 EKG
E] Hlsfory&Physmal .o Lab Results
EZI Blocd Sugar Resalts af Presmptien List
PaklentlSignature ) e e g : Date
3 ﬁgnt isa mmor pleasa mgn byparent or custod:al agent lfsignedby :

representative re]atlonshlpto pa‘taent S~ Date
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INSURANCE AND FINANCIAL RESPONSIBILITY -
We are thankful you have chosen our practtce for your healthcare needs, but please be

aware that medical insurance is a oontract between you and your insurance provider
and that YOU are ultlmateiy respunsible for payment of our services.

Your Co-pay/co-insurance/medical deducti ble amount is due
-and payable at the time of your visit

We are happy tobill your msurance cornpany |f we are provrder on your p!an however
we sk foryour tielpinen: fonof care:
& Understand your deduc‘able and oo-pay amounts and ba prepared to pay that
amount at your visit
* Check with your insurance company to detennme if authorization is required for any - "
testing'
s Find out which diagnostic facilities are allowed to prowde treatment

| have read and understood that billing to my insurance is provided as a courtesy and
that 1 am ulhmately responsibie for payment of my medical bill.

Pa_tient__Name; e Date:

Patient Signature:

InsFinResp
updated July; 2013
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MEDICAL HISTORY
TODAY'S DATE: :
NAME: , .
SOCIAL SECURITY NUMBER: st o
OCCUPATION: EMPLOYER: :
DATE OF BIRTH; L AGE_.___ _ SEX MF
ALLERGIES' L ‘
NAME OF DRUG OR TYPE OF ALLERGY ' |REACTION | OUTCOME?
'GURRENT MEDICATIONS o _ ‘
MEDICATION _ , |DOSAGE ~  |MEDICATION DOSAGE
PREVIOUS HOSPITALIZATIONS/SURGERIES . ,
YEAR - HOSPITAL/CITY REASON PHYSICIAN
" PAST MEDICAL HISTORY ;
. PLEASE INDICATE WHETHER YOU HAVE EVER HAD ANY OF THE FOLLOWING:
"YES | NO |  CONDITION - . YES | NO CONDITION
High Blood Prassurs ' _ Asthme
| Heart Attack / MI | Kidney Stones
Diabetes ) i Kidney Disease
Stomach Ulcers ' Preumonia
| Liver Disease / Hepatitis © . » Gallbladder Disease
Thyrold Disease - , 1 Anemla
Psoriasis . ) Inéreased Chalesterof
, "| Cancer e 3 Biood Transfusion
’ Stroke __ History Of Heart Murmur
| Accident 7 Broken Bones (List)

OTHER SIGHIF!GANT PROBLEMS. Describe any medical condition riot listed:

FEMALES ONLY  Are you pregnant? [IYES. (ONO  Could you possibly be pregnant? [IYES [INO
Date of last menstrual period: f /

CONTINUED ON NEXT PAGE
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’ PAGE20f 2
FAMILY HISTORY
Has anyone in your family ever had the following? ) . e,
YEs| no | conDimoN RELATIONSHIP [ YES| NO | CONDITION - |.  RELATIONSHIP
] _Heart Disease | CliMother l:!f-'anm Elothe: J. Diabétes _|FiMother [IFather CI0fer:
Epllepsy | CiMother CiFather CI0fher; - | _Thyroid Dissase. ClMother ClFather Ci0ther
Stroke CiMother Clfsthet E¥0ter - |- | - Cancer . . .| CIMother CiFather Cl0ter
Asthima CiMother CiFather meum- I N ‘." HthloodPl’e&ﬁrB | CIMather ClFather CI0thér:

[ 1 Bleeding Tendencies | CiMother Fatier moma--t: L~ JOtE Mother CiFsther Ci0ter: _
MARITAL STATUS: O MARRIED B DIVORCED o SiNGLE I8 YQURSPOUSE' [ ALNE [ DECEASED
Ibo. you now or have you 8ver smoked? o . YES “NO | How rnue!'tfmany'? How long?

Do voudrink alcohol? 5 YES | NO |How much? P How long?
Do yous use recreational drugs (e g. marijuana)? YES | NO |Howmuchimany?  Howlong?
' SYSTEM REVIEW - '
Please check any problems which apply to you at thls time ‘
" GENERAL CARDIOVASCULAR  GENITOURINARY | EYES
1 Weakness [ Chest pain or fightness -0 Incontinence or uine 3 Blurred vision B
1 Eatigue e e earthest . . Difficuity or Buring Urination _[J Double vision . eSS
O Fever 1 Heart Murmur : [1 Blood in Urine [ Eye drainage :
[ Recent Weight Gain O Passing Out ] Dlscharge {penis) I Eye redness
[0 Recent Welght Loss . [ Prostate trouble ~ OEysexam
LUNGS  GYNECOLOGICAL (fomale) DERMATOLOGICAL MUSCLES/JOINTS
{3 Shortness of breathr [ Vaginal dryness 11 skin rash ~ LIMoming stifiness
O Cough 0O Vaginal bleeding 0O Acne . How long? Minutes:
O Difficuity breathing O Last menstrual period: O Skin itching Hours: .
" [0 Coughing of blood (R | : [0 Moles ' 1 Joint swe_tlinglPaIn
I Wheezing : 0 Joints affected:
O Muscle spasm
- HEAD/EARS/NOSE GASTROINTESTINAL NEUROLOGICAL
& THROAT {1 Nausea - [1 Weakness (sitersioofbady) o
" Headache 3 Vomiting of blood or 1 Right: _ ENDOCRINE
O Earpain - coffee material O Left; [ Dry skin
[ Ear drainage 0 Yellow jeundice O Headaches [ Coarse hair
O Decreased hearing 1 Biood in stoo) (] Dizziness 1 Early menstrual flow
[ Nasal congestion O Black stool O Fainting I ColdHaat intolerance
O-Throat pain [ Heartbum O Memory Loss
I Hoarseness of voice '
00 Change in voice
SCREENING PROCEDURES _ _
Data of last treadmill?. . .. ............. R e /. 1.
Date of last EKG?. . «..vvvvivnneciinnnn, e ‘ / /
Date of last sigmoidlcoloncscepy‘? ............... : D /
Date of lastchest x-ray?. . .. .. ...ovivninn . s / i
Date of last blood work?. . coo.vovunn.. oy o / N
Date of last Dexascan? .............. R L /
FEMALES ONLY
Date of last papsmear? ... ........covvnninn.. _ N pcsiwilin
Date of last mammogram? ........ e el s / ¥ MedHx
updafed July, 2013

[ certify that the above information s true and accurate.

Patient's signature: : Date;
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- ADVANCE CARE PLANNING o
(Advance Dlrectlves)
'PATIENTS 18, YEARS OF AGE AND OLDER

Advance Care Planning refers toa prog:ess of mapping out the types af med|ca| and -
non-medical care you would like to receive at some future point should a Ilfe-threatenmg
or terminal disease make it tmpossmle for you to express your wishes at that time. This
type of planning is an ongoing process. It is a process of thoughtful discussion between
you and your care providers, spouse family,-and significant others.

While this conversation often results in a document it is more than just a piece of paper. '

It is an effort to-better educate yourself about aitemaﬁves regarding the end-of-life and .
an oppartunity to education your physician, spouse, famiy and others about your vatues, "L
goals and wishes related to end-of-life care. fid

This communication between you and your healthcare provider can be done at any time,
preferably when you are younger and still healthy. Once complete, it should be revisited

on'a regular basis — every five years or after any potentally life-changing eventsuch as

‘marriage, divorce, death of @ spouse or the onset of a life-threatening dlsease

Advance Care Planning usually produces an Advance Directive, which i is a written
document that helps to summarize the plans you have made for future care. These
documents take several forms, such as Living Will and a Durable Power of Attorney
for Health Care. While they can be completed without the involvement of your
healthcare provider; it is much preferred fo do this together. The future usefulness of

- these documents is better assured if your heaithc:are professmnal has been part of the
planning process.

. Please check one of the statements and sign below.

O | have an Advance Directive in effect and agree to provide a copy for my medical
record.

O | do NOT currently have an Advance Directive in effect. | have .read and understand
the informatian above on Advance Directives.

Patient Name: - ] _ Date;

Patient Signature:
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 RELEASE OF PERSONAL RECORDS

I, | Ce , hereby give my pérmission to Intemal
Medlczne Specnahsts of Southern Nevada o release any information pertalmng {o me to:

- (Name of spouse, family or Ié§al guél.iﬁah):

Relation to patient; _
Address: __ B - e
City:_ . = State: Zip:

Emaik;

Printed p_atienf"-s name:

Signed this ___ __dayof - .20
Signature: |

PersonalRelease
updated July, 2013



¥

- __mfunnaﬂon to dlagnase or treat yaﬁ. : : N
’ Payment: Your protected health mfonnaﬂon will be.used, as needed to obtain payment for your heatthcare
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-HIPAA NOTICE OF PRIVACY PRACTICES
THIS NOTICE DESCRIBES HOW MEDICAL INFORMATION ABOUT YOU MAY BE USED AND

DISCLOSED ANﬁ HOW You CAN GET AGGESS TO THIS INF‘ORMAT?ON PLEASE REVI EWIT -
CAREFULLY '

ThIs Notice of Privacy Practices describes how we may use and disclose your protected health information”
(PHI) to carry out treatment; payment or health care operaﬁons (TPO) and for other purposes thatare

- permitted,or required.by law. It alsa describes your rights fo aceess and-control-your profected health--

information. "Protected health information™is information about you, including demographic informafion; that
may. Identxfy you:and that relates fo your past, present or future physic:al ormental health or oondtt;on and

" rolated heaithcare services.

Uses -and Digclosures of Protected Health Informational Uses and Disclosures of Protected Health |
informational Your pratected health information may be used and disclosed by your physician, our ofﬁce
staff and others outside of our office that are invelvad in your care and treatment for the purposes of ;

providing healthcare services to you, fo pay; your health care. bills, to support the operatfen of the: physlcuan s

practice, and any other use requlred hy law:

. Treatment: We will use and disclose your profected health information to prov:de, coordinate or managa

your healthcare and any related services. This includes the coordination or management of your healthcare
with a third party. For-example, we.would disclose your protected health informafion; as necessary, to-a

v homa health agamy that prov:des care to you For exampie your pmtected heaith irsfommtron may be

sarvices. For example, obtaining approval fora. hosp tal stay may require that your relevant protected heafth

: tnfurmahon be disclosed to thahealth p!an fo- obtam approval for the hospital admission.

Healthcare UOperaticns: We may use or disclose, as needad your piofected health information in order tc
support the business activities of yeur physician's practice. These activities include, bt are not limited to,
quallfy assessment activities, empieyae review activiies, raining of medica; students, hoenbim;. marketing
and func.ralsmg activities, and conducting or arranging for other bushess activities, For sxample, we may
disclose your protected health information to medical schoo! students that se patlents af our office.. In

addition, Wwe may use & sigr-in sheet at the regsstrahon desk where you will be asked to sign your rigme and

mdfcata your physisian. We may also. call you by hame in the walting room when your physician is ready to

see you We may use or disclose your protecfed health infonnahon as necessary, to contact you to remind '
you of your appomtment

Wa may usg or disclese your pmtected heaith information | in the following situations without your
authorization, These situations include: as Required By Law, Public Health issues as required by law,
Communicable Diseases: Heaith Oversight; Abuse or Neglect; Foodand Drug Administration requirements;
Lega! procaedmgs. Law Enforcement; Coroners, Funeral Directors, and Organ Donation; Research:
Criminal Activity; Military Activity and National Security; Workers’ Compensation; Inmates; Required Uses
and Disclosures; Undsr the law, we must make disclosures to you and when required by the Sacretary.

-of the Department of Health and Kuman Services fo investigate or determine our compliance with the

requirement of. Sechon 164.500.

Other Permitted and Required Uises and Disclosures Wili Be Made Only With Your Consent, Authorization
of- Opportunity to Ob}ect unless required by law.

PAGE 1 OF 2
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HIPAA NOTICE OF PRWACY PRACTICES (GONTENUED} g & .

You may revoke thrs authorrzatren at any trme m wrrtmg except to the extent thet your physmran @ .
physrman S prect:ce has taken an action in reliance on the use or drsclosure indicated by this author_‘,___ﬁtr'on. .

_ 'You hav" : he rrght tc rnepect and ‘copy’ your protected health mformatlon Under federal law; however you :
_ﬁmay n spect or copy the fotlowzng records: psychotherapy notes; information. compiled in reaeonabte

! i of, oruse'in, a civil, crrmmel or edmmrstratlve action or proceeding, and protected health

mformetrcn that is subject to law that prohibits access to protected health mformatton ' ,

You have the right to. request a resfriction of your protected health information. Thrs means you inay ask us -
not to use or disclose any part of your protected health informationfor the purposes of treatment, payment
ooor healthcare operattons, You may also request that any part of your protected health mformatron notbe . .

'_-_dlsc!osed to famlty members or friends who may. be involved in yourcare or for notification purposes: as.
descnbed in this Notice of Privacy Practices. Your request must state the specific restrrctron requested and

fo whom you want the reetrlctton to apply B
, Your phyerctan is not requrred toagree to a reetrrctlon that you rnay request If phyeiman beheves :t isin

'your best interest permit use and disclosure of your protacted health information, your protected heaith:
mforrr‘eeor Wikl not be restrtcted You then heve the rrght to use another Healthcare Protessronaf

—%ﬂ’ee%avethe ﬁghttorequesttcrecewe conffidential communications fromus- by alternative means or at an _'"ff
alternative location. You have the right to obtain a paper copy of this notice from us, upon request ev
you have egreeo‘ tO accept thls notrce alternatwety, e.gi; -electronically. ; ‘ .

,You may v have the rtght to have your phys,lmen amend your protected heaith information. If we deny y ur
request for amendment, you have the right to file a statement of disagreement with us and we may prepare
a rebuttal to your stetement and will provrde you with a copy of suich rebuttal.

You t’e’ve he right to recenre an ac‘(‘ountmg of certarn dtsciosures we have F’!ado if any, of your prorecteci
heah‘h mformaccn e

We rese"ve the rrght to cr'ange the terms of this not|ce and wrll irrfom you by metl o‘f any changes You then
have the rtght fo object or withdraw as prowded in this notice. .

Yoo, may comolarn to us or fo the Secretary of Health and Human Sarvices if you believe your privacy
) r'ghts have been violated by us. You may file a complaint with us by notifying our privacy contact of your :
-_compla:nt We will not retaliate agemst you for filing a complaint. :

. Thls notrce was pubhshed and becomes effective on or before Apn114 2003.

We are required by law to maintain the privacy of and provide individuals with, this nofice of aur !eqef duties
and privacy practices with respect to protected health information. If you have any objections to this form,
- please ask to speak with our. Office AdmmlstratorlHIPAA Compt:ence Officer in person or by phcne at (702)

242-2737. _
By srgnmg below, you are only acknowledgmg you have received this Notice of Privacy Practices
Patient Name:_ . _ ‘Date;

Patrent Signature:



